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IntroductIon
Gynecologic laparoscopic surgeries under general anesthesia are currently done in the form of ambulatory surgery for fast discharge from the hospital with reduced costs and rapid return of daily activities. [1] Adequate recovery from anesthesia is important to have successful ambulatory surgery. Satisfactory recovery is being defined as an improvement of overall quality of recovery (QOR), which speeds the resumption of normal activities. [2] However, the assessment of patient QOR is not easy with conventional recovery indices such as awakening time, duration of stay, or adverse events. Instead, the -QOR-40 questionnaire has been used to assess the difference in QOR depending on the type of anesthesia or the use of adjuvant agents. [3] Opioids used as the part of a balanced anesthesia are known to have a lot of side effects, such as respiratory depression, postoperative nausea and vomiting (PONV), pruritus, difficulty in voiding, and ileus. These side effects prolong the patient's hospital stay. [4] The use of opioid-free (OF) analgesia using nonsteroidal anti-inflammatory drugs, dexamethasone, tramadol, and/or ketamine has been shown to either decrease or avoid intraoperative and postoperative opioid use. Dexmedetomidine, on the other hand, has shown to be an adequate analgesic therapy in a few recent studies in patients undergoing laparoscopic surgery. [5] In this study, we compared patient QOR using the QOR-40 at 24 h postoperative using OF total intravenous anesthesia (TIVA) and opioid-based TIVA in ambulatory gynecological laparoscopic surgery.
patIents and methods
This prospective, double-blinded, randomized, parallel-group study enrolled eighty healthy females with the American Society of Anesthesiologists physical status (ASA-PS) Classes I and II, aged 21-50 years, and who were scheduled for gynecological laparoscopic surgery at the Day Surgery Units of Ain Shams University Hospitals in Cairo, Egypt, from December 2017 to January 2019.
The study was approved by the local ethics committee. All the patients gave written consent. Exclusion criteria included patients with ASA-PS Class ≥III, history of chronic use of opioids, and body mass index ≥35 and uncooperative patients.
The patients were allocated to OF group (OF) (n = 40) or opioid group (O) (n = 40), receiving dexmedetomidine or fentanyl, respectively, using a computer-generated randomization table. An anesthesia technician who was not involved in the study prepared the study drugs in a 50-mL syringe mixed with normal saline of either dexmedetomidine (OF group) or fentanyl (O group). The patient and the investigator were also blinded to the study drugs.
The baseline mean arterial blood pressure, heart rate (HR), and peripheral oxygen saturation values were obtained using standard monitors. Twenty-two-gauge intravenous (IV) line was inserted, and lactated Ringer's solution IV infusion was started at a rate of 40 mL/h in all patients. Before the induction of anesthesia, the OF group received IV dexmedetomidine 0.6 µg/kg loading over 5 min, whereas the O group received IV fentanyl 1 µg/kg loading over 5 min. After preoxygenation, anesthesia was induced with propofol 2 µg/kg and cisatracurium 0.1 mg/kg followed by endotracheal intubation. After securing the airway, patient's lungs were mechanically ventilated using air in O 2 mixture (50%:50%) with an end-tidal CO 2 between 30 and 35 mmHg in both the groups. In both the groups, anesthesia was maintained with propofol infusion at 5-10 mg/kg/h. To maintain the bispectral index between 40 and 60, dexmedetomidine infusion at 0.2 µg/kg/h in the OF group or fentanyl infusion at 0.5 µg/kg/h in the O group was administered. Both the drugs were titrated up by 0.1µg/kg/h to maintain HR and mean arterial pressure (MAP) changes within 20% of the baseline values in both the groups.
Dexmedetomidine, fentanyl, and propofol were stopped at the end of the surgery. Atropine 10 µg/kg and neostigmine 50 µg/kg were administered to reverse muscle relaxation. Tracheal extubation was performed once the patient was conscious and spontaneous ventilation of the patient was adequate, and the patients were transferred to the postanesthesia care unit (PACU).
Postoperative pain was assessed at 15 min, 30 min, 1 h, 2 h, 4 h, 6 h, 12 h, and 24 h postoperatively using the numerical rating scale (NRS) of <3 (0 = no pain and 10 = worst pain).
Postoperative pain was treated with IV ketorolac (30 mg) and acetaminophen (1000 mg) every 8 h for the first 24 h. Tramadol 0.5 µg/kg IV was used as rescue analgesia during the first 24 h postoperatively if NRS >3 and repeated after 30 min if required. PONV was recorded in the first 24 h after surgery and treated with metoclopramide 10 mg IV, followed by ondansetron 4 mg IV.
At 24 h postoperatively, a researcher who was unaware of the group allocation assessed the QOR, via interviews using the QOR-40 questionnaire, which includes five general quality of life dimensions: physical independence (five items), pain (seven items), emotional state (nine items), psychological support (seven items), and physical independence (five items). Each item was graded with a 5-point score: none of the time, some of the time, usually, most of the time, and all of the time. The total score on the QOR-40 questionnaire ranges from 40 to 200, representing extremely poor to excellent, respectively. [2] The primary outcome was QOR 24 h postoperatively. The secondary outcomes were hemodynamics, propofol consumption, time to first analgesia, postoperative pain scores, and the incidence of adverse events.
Statistical analysis
Sample size calculation was performed using Power and Sample Size Calculation software (version 3.1.6). Based on the previous study, [6] the mean and standard deviation (SD) of postoperative QOR-40 were 170 and 15, respectively. A sample size of 35 patients per group was needed to detect the difference of 15 points in the global QOR-40 score, with a Type 1 error of 5% and a power of 80%. Finally, 80 patients were included to allow for a dropout rate of 10%.
Data were analyzed using SPSS version 20. Variables were expressed as counts mean ± SD or as median (interquartile range). Comparisons between the two groups were made using the Student's t-test, the Chi-square test, and the Mann-Whitney rank-sum test, as appropriate. Repeated-measures ANOVA was used to analyze the MAP and HR over time between the two groups. P < 0.05 was considered statistically significant.
results
One hundred female patients undergoing laparoscopic gynecological surgeries were identified. Twelve of them were not fulfilling the inclusion criteria, eight refused to participate in the study, and the remaining eighty patients were equally randomized to either OF group (n = 40) or O group (n = 40) [ Figure 1 ].
The demographic and perioperative data of the two study groups are summarized in Table 1 . Statistical analysis revealed nonsignificant differences between the two study groups as regards age, weight, height, ASA physical status, the duration of surgery, duration of anesthesia, extubation time, and PACU discharge time. However, propofol dose for the maintenance of anesthesia was significantly higher in the O group than OF group.
As regards changes in the mean arterial blood pressure and HR, they were significantly lower on OF group [ Figures 2 and 3] .
The QOR-40 questionnaire was statistically significant higher in the OF group (P < 0.05) [ Table 2 ].
As regards NRS, time of first analgesia, and number of rescue analgesia required, there was a statistically significant difference between the two studied groups where O group was high than OF group (P < 0.05) [ Table 3 ].
The incidence of nausea and vomiting was statistically significant in the O group, whereas shivering and bradycardia showed no significant difference between the studied groups [ Table 4 ].
dIscussIon
Our study showed a significant improvement in the global QOR at 24 h postoperative in the OF TIVA compared to those with opioid-based TIVA in patients undergoing ambulatory gynecological surgery. In particular, OF TIVA had significantly higher scores for physical comfort, emotional status, physical independence, and pain subcomponents of the QOR questionnaire. Another important finding of our study is a significant reduction in postoperative pain and incidence of PONV. These findings are particularly important in the day surgery, as patients expected to have fast discharge with reduced costs and rapid return of daily activities. [1, 7] TIVA with opioids are known to improve QOR after ambulatory surgery. [8] [9] [10] However, opioids can be associated with an increased incidence of postoperative complications, [4] which can affect patient's QOR. The avoidance of opioids seems to improve the QOR. It is unclear in the literature whether the OF TIVA can improve the QOR in ambulatory surgery.
De Oliveira et al. found a significant improvement in QOR by 11.8% (from 156.5 to 170) in patients who received less opioid under sevoflurane in ambulatory gynecological laparoscopy. [11] Anesthesia In the present study, OF TIVA led to a significant improvement in QOR by 8.5% (from 175 to 190) and by 21.7% (from 156.5 to 190) compared to De Oliveira et al.'s study. TIVA has been reported to improve the QOR by 8%. [2] The reduction in our study may have been related to the avoidance of both intraoperative opioids and volatile anesthetics.
TIVA has relied on the pharmacodynamic interaction between the propofol and short-acting opioids for their success. [12] However, dexmedetomidine has been used successfully as a component of OF TIVA during laparoscopic cholecystectomy. [13] By its opioid-sparing properties, dexmedetomidine can reduce the postoperative pain and the incidence of PONV. [14] [15] [16] [17] Other benefits include improvement of hemodynamic stability and reduced anesthetic consumption. [18] Our study found that the OF TIVA delayed request for the first analgesic, decreased pain scores and tramadol rescue analgesia. Mulier et al. used OF anesthesia and found improved pain scores and lower requirement of rescue tramadol analgesic, similar to the observation in our study. [19] Increased use of inhalational agents and opioids has been associated with higher incidence of PONV. [20, 21] Ziemann-Gimmel et al. found that OF TIVA is associated with a large reduction in relative risk of PONV in patients undergoing bariatric operations. [22] This is comparable to our finding, which showed a significant reduction in PONV by 75%. However, the comparison of reduction has to be interpreted with caution because of the different patient populations observed.
The requirement of propofol was found to be significantly less in the OF group. This is similar to previous studies that also noted significantly lower requirements of intraoperative anesthetics with dexmedetomidine. [23] In our study, we found a significant fall in HR and MAP after dexmedetomidine. This is similar to previous studies that also noted that dexmedetomidine infusion attenuates stress response to various noxious stimuli and maintains hemodynamic stability. [24] conclusIons We observed that OF TIVA during ambulatory gynecological laparoscopy improves QOR on the following day, prolonged postoperative analgesia, and lower incidence of PONV. In addition, it reduced the requirement for propofol and maintained stable intraoperative hemodynamics without delay in extubation time or PACU discharge time.
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